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Z::::. |kt“LfD MAY 1 19als!ruuon Districy No. Primary R’?i"'flon Pisfrifﬂ:

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-015240

STATE FILE

Re?is'ror QUMB 4 388...__

=
Do . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. |f institution: Residence bejfre
a. COUNTY STATE MISSOURT b. COUNTY odmissia
_57 b. CITY ({If eutside cerporate limits, give TOWNSHIP only) Inside Limits c. chY Inside Limits
27 4 Tom ST LOUIS, Yos (X Mo [] SR 8T LOUIS, Yes(Z o[
f4) ¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STDRD%EES {If sutside, give lecation) Reside on Form
Al
1 e o L512 WESTMINISTER ESps12 Westminster Yes [} No[]
3 NTAME OF DE;:EASED First Middle Last 4. DATE Month Year
{Type or print
THOMAS GLENNON KIMBER DEATH ,593, / 43 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED[ INEVER MARHIEDm 8. DATE OF BIRTH 9. A'GE (1',:“,‘;:,; :‘:.Lr:hD'ERI;::AR IEBE:iDER zn.t:ﬂs.
MALE 4} WHITE t Wooweo[] pIvoRceD[_] MAY 18, 1931 ‘?7 Y |
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [City and state or country) 6 12. CITIZEN OF WHAT COUNTRY?
during mo1t of working life, even if retired} INDUSTRY
FIELD MAN SPRINGFTELD MO. 7 U.S.A.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
» KIMBER MABRTHA SCHOFTELD
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or unknqvm)l (H yes, give waor or dates of zervice)
pat KEORAN WAR DONT KNOW FER _CORGAN BT 2 BOX

MEDICAL CERTIFICATION

Doctor, coroner, etc. must use only stondord nemencloture in item 18. No symptoms will be listad.
USE ONLY BLACK INK OR RIBBON TYPEWRITE |F POSSIBLE

All disecses in Part | must be causally related.

18, CAUSE OF DEATH (Enter anly one causp
PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE &L

pegline for {a}, (k), and (c}.) )

Conditions, if any,

INTERVA A}ﬁ
ONSET EA?EH

DUE TO (b

above couse (a),
stating the wnder.

lying cavse last DUE TO {c)

PART Il. OTHER SIGNIFICANT GRYD W“'
/ ’

which gave rise to }

20a. ACCIDENT  SUICIDE Horg‘los RIS E it

- - AL [

o e I d’~57 (FSG ’

or PART || tem

2c. TIME OF Hour  Month, Doy, Year ;, W Ol

19. WAS A OPSYI
PERFPRMED?

20d. INJURY OCCURRED . PLA OF INJERY (e.g., inor abouthome,| 20f. CITY WN, OR L TION . COUNTY
WHILE ATC] NOT WHILE 0 fnml, ctor, eot, office bldg., etc.)
WORK AT WORK [«

STATE
o

21. | attended the deceased from and lost aaw:

Death occurred a1 m on the date stated obove; and to the best of my knowledge, fro

clive on

the causes stated.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. f

e /%Aéw FEo0

22¢.,DATE SIGNED
He 74

REMOVAL (Specify)

230. BURIAL, CREMATION, 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town, or county)

‘0VAL, TRAIN 3 /';9 SPRINGFIELD CEMETERY PRINGFIEL

STROCT - CARROLL L600 NATURAL BRIDGE ARG 59

{State)

{Licansed Embalmer’s Stetemant on Ravervs Side)



S VUMK

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed

.» Student Embalmet No. .........ovuvvvnen.

By ME, OF BY cerriiiiiiii ettt ettt vt e sre s e taae s aeobs s nnaraen

working under my personal supervision.

SLUDENL ceeiiinriiriaier e e vaerrennenreeen .

Signature of Student Embalmer —
Licensed Embalmer Nc:utfg&‘S

P. O. Address...%%‘.:hz..‘...l..no

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. )

Fal -



